at this time was the coexistence of a hard eye and visual loss.
In the nineteenth century considerable advances in our definition of what constitutes glaucoma were made, with the development of both the ophthalmoscope and the tangent screen and also with reproducible and increasingly accurate methods of measuring lOP. The near-simultaneous introduction of these methods of examination rapidly led to descriptions of many diseases of the eye. In glaucoma the changes at the optic disc were identified, described and later defined. The character, nature and extent of the visual loss were outlined on the tangent screen and by campimetry, while the range of lOPs seen in the normal and the glaucoma patient were identified. These features led to the concept of chronic glaucoma as a disease in which raised lOP caused visual field loss and glaucomatous cupping.
What caused the lOP to increase required some unravelling. It had p reviously been discovered that aqueous circulated through the eye and left via the trabecular meshwork. Histological examination of eyes removed with glaucoma and inflammation revealed angle closure. The introduction of gonioscopy 3 allowed visualisation of the angle of the anterior chamber in the living eye. This examination showed partial angle closure to be associated with chronic glaucoma. Further studies suggested that pupil block was a prime cause of a linear relationship exists between the log of the rim area and optic disc size. 24 This has allowed a definition of 'normal', 'suspect' and 'abnormal' optic discs based on individual disc segments. 22 An intuitive grading system based on segmental analysis of the optic disc has been incorporated into the software of the scanning laser ophthalmoscope (Moorfields Analysis, Fig. 1 ), which automatically separates optic discs into these three categories. Although such a system will identify an optic disc whose dimensions fall outside the normal range, it will be up to the clinician to decide whether the abnormality is congenital or acquired -and, if acquired, whether due to glaucoma or other disease. Many optic discs analysed by this method will be in the 'suspect' range. They may not have changed in appearance, or may have changed from glaucoma, but not yet have developed change in any sector that lies in an 'abnormal' category. The second part of any definition will be evidence for change or 'progression'. How can 'progression' be identified? Measurement data from sector analysis that show change outside the test-retest variation will be evidence for progression. Analysis of such data from sequential scanning laser ophthalmoscope images is shown in Fig. 2 . Change in any sector of the optic disc can be due to disease progression, with thinning of the neuroretinal rim or regression (as can be seen with significant falls in lOP) with sector increase in the thickness of the neuroretinal rim.
Tomorrow's method of diagnosing glaucoma will be from measurement data. Glaucoma will be seen as an acquired deformity of the optic disc of characteristic appearance with either sector measurements that fall outside the normal range or evidence of progressive change in one or more sectors. These changes at the optic disc may be associated with evidence for visual loss, and may be associated with elevated rop.
